Summary of Investigation|nto the Occurrence of Cancer
Zip Codes78211,78226,78227,78228, & 78237, San Antonio
Bexar County, Texas
1993-2002
February 23,2005

Background:

The Texas Cancer Registry (TCR), Texas Cancer Epidemiology and Survelllance Branch,
Texas Depatment of State Health Services (DSHS), in collaborationwith the
Environmental and | nj ury Epidemijology and Toxicology Branch—-DSHS, San Antonio
Metropolitan Hedlth District, and Agency for Toxic Substancesand Disease Registry—
Centersfor Disease Control & Prevention updated 'and re-eva uated the occurrence of
liver and leukemiacancersin zip codes 78211,78226,78227,78228, and 78237, San
Antonio, Texas. Loca residentsremain concerned about cancer and environmental
contaminantsin the air and ground water. The TCR eva uated 1995—-2001 incidence data
(the best availabledata) and 1993-2002 mortdity datafor liver/intrahevatic bileduct
cancer and leukemiaby cell type (acute lymphocytic, chronic lymphocytic, acute
myeloid, chronicmyeloid, and other categories). Liver/intrahepatic bileduct cancer was
only requested for zip codes 78211,78228, and 78237. Incidence data are the best
indicator of the occurrence of cancer in an area because they show how many cancers
were diagnosed each year and are considered complete(more than 95%) statewide
through 2001. Cancer mortality dataare used as a supplemental measureand are
complete for the entire state through 2002. Therest of this report examinesthe
Investigative methodsthe TCR used, theresultsof the investigation, recommendations,
and generd information on cancer risk factors

M ethodol ogy:

Accordingto the Nationa Cancer Ingtitute, a cancer cluster isagreater than expected
number of cancers among peoplewho live or work in the same areaand who develop or
diefrom the same cancer within ashort time of each other. Thecancer cluster
Investigationisthe primary tool used by the TCR to investigatethe possibility of excess
cancer in acommunity. Thecancer cluster investigationis not used to determinethat
cancer was associ ated with or caused by environmentd or other risk factors. Ingtead. the
cancer clugter investigationi s specificalyintended to addressthequestion, **Istherean
excessof cancer intheareaor populationof concern?”

The TCR follows guidedinesrecommended by the Centersfor Disease Control and
Preventionfor investigating cancer clusters.”  In order to determineif an excessof cancer
isoccurring and if further study i s recommended, biologicand epidemiologicevidenceis
considered. Such evidencemay includedocumented exposures, thetoxicity of the
exposures, plaus ble routesby which exposures can reach people (ingesting, touching,
breathing); the actual amount of exposureto the peoplewhich can lead to absorptionin
the body; thetime from exposureto development of cancer; the statistical significanceof
thefindings, the magnitudeof the effect observed; risk factors; and the consstency of the
findings over time. The occurrenceof rare cancersor unlikely cancersin certain age
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groups may indicateacluster needing further study. Because excessesof cancer may
occur by chance alone, theroleof chanceisaso consideredin the statistical analysis.

If further study isrecommended, the TCR will work with the Environmental and Injury
Epidemiology and Toxicology Branch—-DSHS to determine the feasibility of conducting
an epidemiologic study examining the cancer(s) and exposure(s) of concern: If the
epidemiologicstudy isfeasible, thefinal step isto perform an etiologicinvestigation to
seeif the cancer can berelated to the exposure. Very few cancer cluster investigationsin
the United States proceed to thisstage.

To determinewhether a statistically significant excess of cancer existed in the geographic
aress of concern, the number of observed cases and deathswas compared to what would
be' expected based on the state cancer rates. Calculating the expected number(s) of
cancer cases takesinto consideration the race, sex, and ages of peoplewho are diagnosed
or die from cancer. Thisisiinportant because peoples race, sex, and age all impact
cancer rates. If wearetryingto determineif thereismore or less cancer in acommunity
compared to therest of the state, we must consider that the differencein cancer ratesis
not smply dueto one of thesefactors.

Theattached Tables 1-10 present the number of observed cases and deathsfor malesand
femaes, the number of " expected” cases and deaths, the standardized incidenceratio
(SIR) or standardized mortality ratio (SMR), and the corresponding 99% confidence
interval. The standardized incidence or mortality ratio (SIR, SMR) is simply the number
of observed cases or deaths compared to the number of ** expected" cases or deaths. When
the SIR or SMR of asdlected cancer isequal to 1.00, then the number of observed cases
or deathsis equal to the expected number of casesor deaths, based on theincidenceor
mortality in therest of the state. Whenthe SIR or SMR islessthan 1.00, fewer people
developed or died of cancer than wewould have expected. Conversaly, an SIR or SMR
greater than 1.00 indicatesthat more peopledeveloped or died of cancer than we would
have expected. To determine if an SIR or SMR greater than 1.00 or lessthan 100 is
satisticaly significantor outside the variation likely to be dueto chance, confidence
intervalsare a so calculated.

A 99% confidence interval is used for statistical significanceand takesthelikelihood that
theresult occurred by chanceinto account. It aso indicates the rangein which wewould
expect the SIR or SMR to fall 99% of thetime. If the confidenceinterval containsa
rangethat includes 1.00, no statistically significant excess of cancer isindicated. The
confidenceintervalsare particularly important when trying to interpret small numbersof
cases. If only oneor two casesare expected for a particular cancer, then the report of
three or four observed caseswill resultin avery large SIR or SMR. Aslong asthe 99%
confidenceinterval contains1.00, thisindicatesthat the SIR or SMRisstill withinthe
range one might expect and, therefore, not statistically significant.

Results:

The analysis of incidencedatafor zip code 78211, San Antonio, Texas, from January 1,
1995-December 31,2001, and mortality datafrom January 1,1993—December 31,2002,
showed sel ected |eukemia subtype incidence and mortality to be within normal rangesfor
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both malesand females. Liver cancer mortality showed a statistically significant
elevation among maes (SMR=2.12). Anaysssummariesare presentedin Tables1-2

During the sametime period, the analysisof zip code 78226, San Antonio, Texas, for
incidence and mortality data showed sel ected |eukemiasubtypes werewithin normal
rangesfor both maesand females. Analysissummaries are presentedin Tables3-4.

During the sametime period, the analysisof zip code 78227, San Antonio, Texas, for
incidence and mortality data showed sel ected | eukemiasubtypes were within normal
rangesfor both malesand females. Analysissummariesare presented in Tables 5-6.

During the sametime period, the analysis of zip code 78228, San Antonio, Texas, for
incidenceand mortality data showed a statistically significant elevation for liver cancer
incidence and mortality among males (SIR=1.76, SMR= 1.61), respectively. The
sdlected leukemiasubtypes werewithin normal rangesfor both malesand females.
Anaysssummariesare presented in Tables 7-8.

During the sametime period, the analysisof zip code 78237, San Antonio, Texas, for
incidenceand mortality data showed sl ected | eukemiasubtypes were within normal
rangesfor both malesand females. Liver cancer incidence and mortality showed
statistically significant el evationsamong males (SIR=1.74, SMR=2.52), respectively.
Analysssummaries are presented in Tables 9-10.

Discussion:

The observed liver and intrahepatic bile duct cancer elevationsin zip codes 78211,
78228, and 78237 remain similar to findingsin prior analysesconductedsince 1998. It is
important to note however the potential for problemswith cause of desth accuracy and
liver cancers. Somestudieson the quality of cause of death information havefound as
much as 40-50% of liver cancersreported on death certificates, actually originating in
other organs.>?

Like other studies, thiscancer cluster investigationhad limitations. The number of years
of incidence dataexamined was limited to seven years and did not include datafor the
most recent years. Ten years of mortality datawere examined as a supplementa measure
and did includedatafor one more recent year. Also, cancer incidencedata are based on
resdenceat thetime of diagnosis. Addressdataquality issueswere identified for Bexar
County 1995-2001 cancer incidencedatarel ating to military personnel and unknown
place of resdenceat thetime of diagnosis. It isalso possiblethat some residentswho
may have been exposed and devel oped cancer no longer lived in the areaat the time of
diagnosisso werenot includedin thedata. However, it is possible that peoplewith no
exposuremay have moved into the areaand then developed cancer because of other
factors. Thesecases areincluded in theinvestigation.

Informationon Cancer and Cancer Risk Factors:

Overdl, the occurrence of cancer is common, with approximatelytwo out of every five
personsalivetoday predicted to devel op sometype of cancer in their lifetime. In Texas,
asin the United States, cancer i s the second leading cause of death, exceeded only by
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heart disease. Also, cancer isnot one disease, but many different diseases. Different types
of cancer are generally thought to have different causes. If aperson developscancer, itis
probably not due to one factor but to acombination of factorssuch as heredity; diet,
tobacco use, and other lifestyle factors; infectious agents; chemical exposures; and
radiation exposures. Although cancer may impact individualsof al ages, it primarilyisa
disease of older personswith over one-half of cancer cases and two-thirdsof cancer
deaths occurringin persons 65 and older. Finadly, it takestime for cancer to develop,
usualy 20 to 40 years. Conditionsthat have prevailed for only thelast 5 or 10 yearsare
unlikely to be related to the current incidenceof cancer in acommunity.

The chancesof aperson developing cancer asaresult of exposureto an environmental
contaminant are slight. According-to Richard Doll and Richard Peto, renowned
epidemiologistsat the University of Oxford, pollutionand occupational exposuresare
estimatedto collectively cause 4—6% of al cancer deaths? The Harvard Center for
Cancer Prevention estimates5% of cancer deathsare dueto occu?ati onal factors, 2%1to
environmental pollution and 2% to ionizing/ultraviolet radiation.” In contrast, the
National Cancer I nstitute estimatesthat lifestyle factors such astobacco use and diet
cause 50 to 75 percent of cancer deaths.® Eating a healthy diet and refraining from
tobacco are the best ways to prevent many kinds of cancer.

The occurrence of cancer may vary by race/ethnicity, gender, type of cancer, geographic
location, population group, and a variety of other factors. Scientificstudies have
identified anumber of factorsfor various cancersthat may increasean individual's risk
of developing aspecific type of cancer. Thesefactorsare known asrisk factors. Some
risk factorswe can do nothing about, but many are amatter of choice.

Known Risk Factorsfor CancersExamined in Thislnvestigation:
Thefollowingisabrief discussion summarized fi-om the National Cancer Institute and
the American Cancer Soci ety about cancer risk factorsfor the specific cancersstudied in
thisinvestigation.”®

Liver and IntrahepaticBile Duct Cancer

In contrast to many other types of cancer, the number of peoplewho develop liver cancer
and die from it isincreasing. Thiscancer isabout 10 timesmore commonin developing
countries. Therisk factorsfor liver cancer include vira hepatitis, cirrhosis, long-term
exposureto aflatoxin, exposureto vinyl chloride and thorium dioxide, older forms of
birth control pills, anabolic steroids, arsenicin drinkingwater, tobacco use, bile duct
disease, ulcerativecolitis, liver flukeinfection, and aging. Chemicalsthat are possibly
associated with bile duct cancer include dioxin, nitrosamines, and polychlorinated
biphenyls (PCBS).

AcuteL ymphocyticL eukemia

Possiblerisk factors for ALL include the following: being male, being white, being older
than 70 years of age, past treatment with chemotherapy or radiation therapy, exposure to
atomic bomb radiation, or having acertain genetic disorder such as Down syndrome.
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Chronic LymphocyticL eukemia

Possiblerisk factors for CLL includethe following: being middie-aged or older, male, or
white; a family history of CLL or cancer of the lymph system; having relatives who are
Russian Jews or Eastern European Jews, or having exposureto herbicides or insecticides
including Agent Orange, an herbicide used during the Vietnam War.

Acute Myeloid L eukemia
Possible risk factors for AML include the following: being male; smoking, especially
after age 60; having had treatment with chemotherapy or radiation therapy in the past;
having had treatment for childhood ALL in the past; being exposed to atomic bomb
radiation or the chemica benzene;' or having a history of a blood disorder such as
myel odysplastic syndrome.

Chronic Myeloid Leukemia
Mog people with CML have a gene mutation (change) called the Philadelphia
chromosome. The Philadel phiachromosomeis not passed fi-om parent to child.

For additiond information about cancer, visit the "Resources™” link on our web site a
http://www.dshs.state.tx.uglter/.

Quegtions or commentsregarding thisinvestigationmay be directed to Ms. Brenda
Mokry, Texas Cancer Regidiry, at 1-800-252-80590r brenda.mokry@dshs.state.tx.us.
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Tablel

Number of Observed and Expected Cancer Cases and Race Adjusted Standardized
Incidence Ratios, Selected Cancers, Zip Code 78211, San Antonio, TX, 1995-2001

Males

Site Observed Expected SIR 99% CI
Liver and Intrahepatic Bile Duct 12 12.30 0.98 0.40 — 1.96
AcuteLymphocytic Leukemia 5 283 1.77 0.38 - 5.01
Chronic Lymphocytic Leukemia 70 1.67 0.00 0.00 - 3.17
Acute Myeloid Leukemia 3 2.81 1.07 012 -3.91
Chronic Myeloid Leukemia 2 155 1.29 0.07 - 6.00
Other Leukemia 0 0.74 0.00 000 -7.19

Females

Site Observed Expected SIR 99% ClI
Liver and Intrahepatic Bile Duct 11 6.33 1.74 0.68 - 3.60
AcuteLymphocyticLeukemia 4 2.29 1.74 0.29 - 549
Chronic Lymphocytic Leukemia 1 1.10 0.91 0.00-6.74
Acute Myeloid Leukemia 4 231 1.73 0.29 -544
Chronic Myeloid Leukemia 1 113 0.89 0.00 — 6.60
Other Leukemia 2 0.75 2.68 0.14 -12.44

Note: The SIR (standardized incidenceratio) is defined as the number of observed casesdivided by the number of
expected cases. Thelatter is based on race-, sex-, and age-specificcancer incidenceratesfor Texas during the period
1995-2001. The SIR hasbeen rounded to the second decimal place.

*Significantly higher than expected at the p< 0.01 level.
**Ggnificantly lower than expected at the p< 0.01 level.

Prepared by:

BrendaJ. Mokry, Epidemiologist

Texas Cancer Epidemiology and Surveillance Branch
Texas Department of State Health Services
02/23/2005
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Table2

Number of Observed and Expected Cancer Deaths and Race Adjusted Standardized
Mortality Ratios, Selected Cancers, Zip Code 78211, San Antonio, TX, 1993—-2002

Males

Site Observed Expected SMR 99% CI
Liver and Intrahepatic Bile Duct 33 15.54 2.12* 129 - 3.28
Acute Lymphocytic Leukemia 0 1.37 0.00 0.00 - 3.86
Chronic Lymphocytic Leukemia 1 1.01 0.99 0.00 - 7.36
AcuteMyedoid Leukemia 4 2.37 1.69 0.28 - 5.32
Chronic Myeloid Leukemia 1 1.06 0.94 0.00 - 7.00
Other Leukemia 2 2.16 093 0.05 -4.30

Females

Site Observed Expected SMR 99% ClI
Liver and IntrahepaticBile Duct 17 925 1.84 0.89 — 3.33
Acute Lymphocytic Leukemia 1 115 0.87 0.00 - 6.47
Chronic Lymphocytic Leukemia 0 0.66 0.00 0.00 - 803
Acute Mydoid Leukemia 3 1.95 154 0.17 — 5.62
Chronic Myeloid Leukemia 2 0.69 290 0.15 - 1343
Other Leukemia 3 183 1.64 0.18 - 6.00

Note: The SMR (standardized mortality ratio) is defined as the number of observed deaths divided by the number of
expected deaths. The latter is based on race-, sex-, and age-specificcancer mortality rates for Texas during the period
1993-2002. The SMR has been rounded to the second decimal place.

*Significantly higher than expected at the p< 0.01 level.
** Significantly lower than expected at the p< 0.01 level.

Prepared by:
Brenda J. Mokry, Epidemiologist

Texas Cancer Epidemiology and Surveillance Branch

Texas Department of State Health Services
02/23/2005
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Table3

Number of observed and Expected Cancer Cases and Race Adjusted Standardized
Incidence Ratios, Selected Cancers, Zip Code 78226, San Antonio, TX, 1995-2001

Males

Site Observed Expected SIR 99% CI
Acute LymphocyticLeukemia 0 0.81 0.00 0.00 - 6.54
Chronic Lymphocytic Leukemia 0 045 0.00 000 - 1183
AcuteMyedoid Leukemia 2 .0.77 259 013 - 11.99
Chronic Myeloid Leukemia 2 0.41 4.89 025 -22.69
Other Leukemia 0 0.20 0.00 0.00 - 26.78

Females

Site Observed Expected SIR 99% CI
Acute Lymphocytic Leukemia 1 0.65 155 0.01 -1149
Chronic Lymphocytic Leukemia 0 0.27 0.00 0.00 - 19.28
Acute Mydoid Leukemia 0 0.62 0.00 000-851
Chronic Myeloid Leukemia 2 0.29 6.96 0.36 - 32.28
Other Leukemia 0 0.18 0.00 0.00-29.10

Note: The SIR (standardized incidenceratio) is defined as the number of observed cases divided by the number of
expected cases. The latter isbased on race-, sex-, and age-specificcancer incidenceratesfor Texas during the period
1995-2001. The SIR hasbeen rounded to the second decimal place.

" Significantly higher than expected at the p< 0.01 level.
**Significantly lower than expected at the p< 0.01 level.

Prepared by:

BrendaJ. Mokxy, Epidemiologist

Texas Cancer Epidemiology and Surveillance Branch
Texas Department of State Health Services
02/23/2005
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Table4

Number of observed and Expected Cancer Deaths and Race Adjusted Standardized
Mortality Ratios, Selected Cancers, Zip Code 78226, San Antonio, TX, 1993-2002

Males

Site Observed Expected SMR 99% ClI
Acute LymphocyticLeukemia 0 035 0.00 000 -15.11
Chronic LymphocyticL eukemia 0 0.27 0.00 0.00 — 1943
Acute Myeloid Leukemia 1 .0.64 155 0.01-1154
Chronic Myeloid Leukemia 2 0.27 7.30 0.38 - 33.84
Other Leukemia 0 057 0.00 0.00 -933

Females

Site Observed Expected SMR 99% ClI
Acute LymphocyticL eukemia 0 0.30 0.00 0.00 - 17.48
Chronic LymphocyticL eukemia 1 0.15 6.54 0.03 — 4856
Acute Myeloid Leukemia 0 0.52 0.00 0.00 - 10.18
Chronic Myeloid Leukemia 0 0.17 0.00 0.00 - 31.29
Other Leukemia 0 045 0.00 0.00 - 11.79

Note: The SMR (standardized mortality ratio) is defined as the number of observed deaths divided by the number of
expected deaths. The latter is based on race-, sex-, and age-specificcancer mortality ratesfor Texas during the period
1993-2002. The SMR has been rounded to the second decimal place.

*Significantly higher than expected at the p< 0.01 level.
** Significantly lower than expected at the p< 0.01 level.

Prepared by:

BrendaJ. Mokry, Epidemiologist

Texas Cancer Epidemiology and SurveillanceBranch
Texas Department of State Health Services
02/23/2005
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Table5

Number of Observed and Expected Cancer Cases and Race Adjusted Standardized
IncidenceRatios, Selected Cancers, Zip Code 78227, San Antonio, TX, 1995-2001

Males

Site Observed Expected SIR 99% CI
AcuteLymphocyticLeukemia 5 3.80 131 028 -3.72
ChronicLymphocyticL eukemia 4 341 1.17 0.20 - 3.69
Acute Myedloid Leukemia 6 4.37 1.37 0.35 -3.59
ChronicMyedoid Leukemia 2 2.23 0.89 005 -4.15
Other Leukemia 0 143 0.00 0.00-3.70

Females

Site Observed Expected SIR 99% ClI
Acute LymphocyticLeukemia 2 2.82 0.71 004 -3.29
Chronic LymphocyticL eukemia 3 2.30 131 0.15 -4.78
Acute Myeloid Leukemia 3 348 0.86 0.10 - 3.16
ChronicMyedoid Leukemia 0 1.56 0.00 0.00 - 3.39
Other Leukemia 0 1.18 0.00 0.00 - 4.48

Note: The SIR (standardized incidence ratio) isdefined as the number of observed cases divided by the number of
expected cases. Thelatter isbased on race-, sex-, and age-specific cancer incidencerates for Texas during the period
1995-2001. The SIRhas been rounded to the second decimal place.

*Significantly higher than expected at the p< 0.01 level.
**Ggnificantly lower than expected at the p< 0.01 level.

Prepared by:

BrendaJ. Mokry, Epidemiologist

Texas Cancer Epidemiology and SurveillanceBranch
TexasDepartment of State Health Services
02/23/2005
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Table6

Number of Observed and Expected Cancer Deaths and Race Adjusted Standardized
Mortality Ratios, Selected Cancers, Zip Code 78227, San Antonio, T X, 1993-2002

Males

Site Observed Expected SMR 99% ClI
Acute Lymphocytic Leukemia 2 1.89 1.06 0.05 -4.90
Chronic LymphocyticLeukemia 6 242 248 0.64 — 6.48
AcuteMyeloid Leukemia "~ 10 416 240 0.89 ~514
Chronic Myeloid Leukemia 5 150 3.34 0.72 - 945
Other Leukemia 3 344 0.87 0.10 - 319

Females

Site Observed Expected SMR 99% Cl
Acute LymphocyticLeukemia 1 1.38 0.72 0.00 - 5.37
Chronic LymphocyticLeukemia 4 1.42 2.82 0.47 - 887
Acute Myeloid Leukemia 3 3.23 093 0.10 - 3.40
Chronic Myeloid Leukemia 0 0.94 0.00 0.00 - 5.66
Other Leukemia 0 2.56 0.00 0.00 - 2.07

Note: The SMR (standardized mortality ratio) is defined as the number of observed deaths divided by the number of
expected desths. The latter isbased on race-, sex-, and age-specific cancer mortality ratesfor Texas during the period
1993- 2002. TheSMR has beenrounded to the second decimal place.

*Significantly higher than expected at thep< 0. 0L level.
**Gignificantly lower than expected at thep< 0. 0L level.

Prepared by:

Brenda J. Mokry, Epidemiologist

Texas Cancer Epidemiology and SurveillanceBranch
Texas Department of State Health Services

02/ 23/ 2005
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Table7

Number of Observed and Expected Cancer Cases and Race Adjusted Standardized
Incidence Ratios, Selected Cancers, Zip Code 78228, San Antonio, TX, 1995-2001

Males

Site Observed Expected SIR 99% ClI
Liver and Intrahepatic Bile Duct 40 2274 1.76* 112 -2.61
Acute LymphocyticL eukemia 2 4.80 042 002 - 193
Chronic LymphocyticLeukemia B 448 1.79 057 -4.15
AcuteMyeloid Leukemia 2 6.09 0.33 002 -152
Chronic Myeloid Leukemia 2 325 0.62 003 -285
Other Leukemia 1 2.00 0.50 0.00 - 3.72

Females

Site Observed Expected SIR 99% ClI
Liver and Intrahepatic Bile Duct 14 12.10 1.16 051-222
Acute LymphocyticL eukemia 3 405 0.74 008 -2.71
Chronic LymphocyticL eukemia 2 322 0.62 0.03 - 2.88
Acute Myeloid Leukemia 5 5.14 0.97 0.21 -2.75
Chronic Myedoid Leukemia 5 245 2.04 044 -5.78
Other Leukemia 6 1.94 3.09 0.79 - 807

Note: The SIR (standardizedincidenceratio) is defined asthe number of observed casesdivided by the number of

expected cases. Thelatter is based on race-, sex-, and age-specificcancer incidence rates for Texas during the period
1995-2001. The SIR has been rounded to the second decimal place.

*Significantly higher than expected at the p< 0.01 level.
** S gnificantly lower than expected at the p< 0.01 levdl.

Prepared by:
BrendaJ. Mokry, Epidemiologist

Texas Cancer Epidemiology and SurveillanceBranch

Texas Department of State Health Services

02/23/2005
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Table8

Number of observed and Expected Cancer Deaths and Race Adjusted Standardized
Mortality Ratios, Selected Cancers, Zip Code 78228, San Antonio, TX 1993- 2002

Males

Site Observed Expected SMR 99% CI
Liver and Intrahepatic Bile Duct 47 29.27 1.61* 1.07 - 231
Acute Lymphocytic Leukemia 4 248 1.61 0.27 - 5.08
Chronic Lymphocytic Leukemia 5 3.20 1.56 0.34 - 443
Acute Myeloid Leukemia 4 5.69 0.70 012 -2.21
Chronic Myeoid Leukemia 3 2.26 133 0.15 - 4.86
Other Leukemia 6 512 117 0.30 - 3.06

Females

Site Observed Expected SMR 99% ClI
Liver and Intrahepatic Bile Duct 24 17.96 1.34 074 -221
Acute LymphocyticLeukemia 0 2.17 0.00 0.00 - 245
Chronic LymphocyticLeukemia 2 2.17 0.92 005 -4.27
AcuteMyeloid Leukemia 2 4.76 042 002 -1.95
Chronic Myeloid Leukemia 3 1.58 1.90 0.21-6.95
Other Leukemia 11 4.35 253 0.99 -5.24

Note: The SMR (standardized mortality ratio) is defined as the number of observed deaths divided by the number of
expected deaths. The latter is based on race-, sex-, and age-specific cancer mortality rates for Texas during the period
1993-2002. The SMR has been rounded to the second decimal place.

*Significantly higher than expected at the p< 0.01 level.
**Ggnificantly lower than expected at the p< 0.01 level.

Prepared by:
Brenda J. Mokry, Epidemiologist

TexasCancer Epidemiology and SurveillanceBranch

TexasDepartment of State Health Services

02/23/2005
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Table9

Number of Observed and Expected Cancer Cases and Race Adjusted Standardized
Incidence Ratios, Selected Cancers, Zip Code 78237, San Antonio, TX, 1995-2001

Males

Site Observed Expected SIR 99% CI
Liver and Intrahepatic Bile Duct 28 16.06 1.74* 1.01 -2.79
Acute LymphocyticL eukemia 3 313 0.96 011-351
Chronic LymphocyticLeukemia 4 2.14 187 0.31-5.87
Acute Myeloid Leukemia 3 349 0.86 0.10-315
Chronic Mydoid Leukemia 1 193 0.52 0.00 - 3.86
Other Leukemia 2 093 215 011 - 9.97

Females

Site Observed Expected SIR 99% CI
Liver and Intrahepatic Bile Duct 11 8.79 125 049 - 259
Acute LymphocyticL eukemia 5 2.65 1.88 0.41-533
Chronic Lymphocytic Leukemia 0 153 0.00 0.00 — 346
AcuteMyeloid Leukemia 0 2.96 0.00 0.00-179
Chronic Myeloid Leukemia 0 1.44 0.00 0.00-368
Other Leukemia 0 1.02 0.00 0.00 - 5.20

Note: The SIR (standardized incidenceratio) is defined as the number of observed cases divided by the number of
expected cases. The latter isbased on race-, sex-, and age-specific cancer incidence ratesfor Texas during the period

1995-2001. The SIR has been rounded to the second decimal place.

*Significantlyhighert han expected at thep< 0.01 level.
** Significantlylower t hen expected at the p< 0.01 level.

Prepared by:
BrendaJ. Mokry, Epidemiologist

TexasCancer Epidemiology and Surveillance Branch

Texas Department of State Health Services

02/23/2005
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Tablel0

Number of Observed and Expected Cancer Deathsand Race Adjusted Standardized

Mortality Ratios, Selected Cancers, Zip Code 78237, San Antonio, TX, 1993-2002

Males

Site Observed Expected SMR 99% CI
Liver and Intrahepatic Bile Duct 52 20.64 2.50% 1.71 — 357
Acute Lymphocytic Leukemia .1 157 0.64 0.00 — 4.75
Chronic LymphocyticLeukemia 1 1.36 0.74 0.00 -5.47
Acute Myeloid Leukemia 2 293 0.68 0.04 - 3.17
Chronic Myeoid Leukemia 1 134 0.74 0.00 -553
Other Leukemia 2 2.76 0.72 004 - 336

Females

Site Observed Expected SMR 99% CI
Liver and Intrahepatic Bile Duct 22 13.0 1.70 091 -2.87
AcuteLymphocytic Leukemia 3 140 215 0.24 - 7.85
Chronic LymphocyticLeukemia 0 0.99 0.00 0.00 - 5.36
Acute Myeoid Leukemia 2 2.60 0.77 0.04 — 356
Chronic Myeloid Leukemia 1 0.91 1.10 0.01 - 8.19
Other Leukemia 2 249 0.80 0.04 —3.72

Note: The SIVR (standardized mortality ratio) is defined as the number of observed deaths divided by the number of
expected deaths. Thelatter is based on race-, sex-, and age-specific cancer mortality rates for Texas during the period
1993-2002. The SMR hasbeen rounded to the second decimal place.

*Significantlyhigher than expected at thep< 0.01 level.
**Significantly lower than expected at the p< 0.01 level.
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